Colobronchial or colopleurobronchial fistulae due to carcinoma of the colon are extremely rare. We report a case of colonic carcinoma, where the presenting features suggested primary respiratory disease, but the development of faecoptysis heralded underlying colonic pathology.
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Case report A previously fit 47-year-old man presented with a two week history of left sided anterolateral pleuritic chest pain, anorexia, weight loss, exertional dyspnoea and an unproductive cough. He smoked 15 cigarettes daily and consumed 14 units of alcohol per week. On examination, he was pyrexial and had clinical features of a small left pleural effusion, which was confirmed radiologically. Investigations showed a raised erythrocyte sedimentation rate (115 mm in 1st hour), leucocytosis (14.8X 10 9m and disturbed liver function tests: alkaline phosphatase 201 lUll (normal range 30-130IUm, ' Y glutamyl transferase 187 lUll (normal range 10-43 IUm and alanine amino transferase 52 lUll (normal range 5-30 Ium. Bronchoscopy and ventilation/perfusion lung scans were non-contributory. Following treatment with analgesics, antibiotics and physiotherapy, the patient improved and was discharged.
At review six weeks later, a marked deterioration had occurred. Chest pain had resolved, but his cough was now productive of foul-smelling sputum and haemoptysis. Moreover, there was increasing exertional dyspnoea, anorexia, lower abdominal pain and constipation. On this occasion, he was pyrexial, had firm hepatomegaly and clinical and radiological features suggestive of a left-sided cavitating lung abscess with a fluid level <Figure 1). Sputum cytology was repeatedly negative but sputum cultures yielded Escherichia coli and Proteus bacilli, each> 10s/ml, both sensitive to cephalosporins and aminglycosides. No acid-fast bacilli were cultured at any time. He was treated with ceftazidime and metronidazole.
Subsequently, he had an episode of fresh rectal bleeding, and, at colonoscopy, an invasive ulcerating colonic carcinoma was seen in the splenic flexure. Biopsies confirmed adenocarcinoma and abdominal ultrasound demonstrated extensive hepatic metastases. Although the pulmonary abscess initially improved with intravenous antibiotics and physiotherapy, he developed intractable faecoptysis and faeculent vomiting, which did not respond to nasogastric suction and postural drainage. Effective palliative treatment was instituted and he died six weeks after his second admission.
Postmortem examination revealed an ulcerating carcinoma of the splenic flexure, 10 em in axial length and completely encircling the bowel. A colopleurobronchial fistula was observed, with a faeculent left-sided pleural effusion and faeculent material was present in the bronchi, trachea and larynx. There was also a gastrocolic fistula and extensive hepatic metastases. 
Discussion
Colobronchial fistulae are uncommon. Indeed, no mention is made of them in one authoritative textbook on intestinal fistulas'. They generally follow rupture of a subdiaphragmatic abscess into the pleural space, although they have been associated with tuberculosis or pyelonephritis". Colobronchial fistulae due to carcinoma of the colon are extremely rare, but in two of the previous case reports 2 -4 , the tumour was also at the splenic flexure. The current report highlights the symptom of faecoptysis as a presenting feature of colonic carcinoma.
The presence of intestinal commensal organisms in the sputum first suggested colonic pathology, although counts less than 103/ml are recognized as non-pathogenic contaminants of sputum samples not obtained by bron-ch08COp~. Thus this observation suggested, but did not confirm, a communication between bowel and bronchus. In our case, as in previous reports2.4,the colobronchial fistula mimicked a lung abscess, although clinical symptoms resulted from a combination of the fistula and a true secondary lung infection. Whilst the prognosis in the current case was hopeless by the time of diagnosis, successful resection of colobronchial fistulae and diversion of the faecal stream by ileostomy has previously been reported",
